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Appendix 17
Avoiding and Resolving Common Claim Denials

EOB code Message/Resource/Related Claim Form Element -

281 Recipient Medicaid identification number incorrect
Medicaid identification card or other eligibility resource =* Part A, Section I-C
Element la

29 Recipient's last name does not match number
Medicaid identification card or other eligibility resource =+ Part A, Section I-C
Element 2

614 Recipient's first name does not match number
Medicaid identification card or other eligibility resource =+ Part A, Section I-C
Element 2

278 Medicaid files show recipient has other health insurance
Part A, Appendix 18
Element 9 (if paid also use element 29)

10 Recipient eligible for Medicare; bill Medicare first
Part A, Appendix 17
Medicare-allowed charges =+ Attach Medicare EOMB

Medicare Denied charges =+ Element 11 (use M-code and do not attach EOMB)

433 Physical therapy limited to 35 treatment days without prior authorization
Part P, Section III
Element 23

172 Recipient not eligible for date of service billed
Medicaid identification card or other eligibility resource =* Part A, Section I-C
Element 24a

17 Claim/Adjustment received after 12 months from date of service
Part A, Section 9-F
Element 24a

177 Place of service invalid or not payable
Part P, Appendix 4
Element 24b

180 Procedure not payable for type of service or invalid type of service code submitted

Part P, Appendix 3
Element 24¢

2P5-057

388 Procedure code is incorrect and/or the type of service is not correct for the procedure

Part P, Appendix 3
Element 24¢ and/or 24d

183 Provider not authorized to perform procedure code and/or type of service code
Element 24k

175 Performing Provider number is missing/invalid for this procedure
Element 24k
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EOB code

424

100

399

Message/Resource/Related Claim Form Element

Billing provider name/number missing, mismatched, or invalid
Element 33 T

Claim previously/partially paid on (claim number and R & S date)
Part A, Appendix 27
Adjustment Request Form

Date of service must fall between the prior authorization grant date and expiration date
Part A, Section I1I-B

Note: « HCFA 1500 claim form completion instructions are in Appendix 1b of this handbook.
v Request an amendment to authorized prior authorization grant and/or expiration dates to conform to the
actual dates of service rendered.

Remittance and Status (R&S) Report with EOB Codes Example

This is a partial R&S Report. Actual R&S Reports contain more information. The EOB code is circled in this example.
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